INTRODUCTION
Surgical treatment of morbid obesity is the only effective long-term therapy to achieve and maintain over time significant weight loss. Among the techniques used in the surgical treatment of obesity, gastric bypass is the most used (1) . Although the benefits and complications is quite favorable, the most frequence complications are dehiscences and bleeding with a constant incidence in different series (2, 3) . On the gastrojejunal anastomosis stricture its incidence is variable, occurring between 1 and 15% of patients, according to series (4, 5) .
The aim of this paper is to present the incidence of this complication and its management, in our series of 62 patients operated for LGBP. The candidates for bariatric surgery patients are sent to queries Endocrinology. If they meet the inclusion criteria and following assessment by the Psychiatry Department, are forwarded to the Department of General Surgery, some with BMI > 55 and severe concomitant disease, digestive refer to valuation of temporary placement of intragastric balloon. Since the surgery consultation is coordinated surgical risk assessment by the anesthesia and sometimes with the participation of cardiology and respiratory medicine, and after signing an informed consent specific to this technique, were operated by the same group of surgeons with special dedication this pathology. General anesthesia was performed and specific monitoring LGB. In all cases, after surgery was performed on postoperative intensive care unit for 24 hours. Was performed and thromboembolic prophylaxis, and daily tracking of the procedure, both from the standpoint of medical and nursing and nutrition in our clinical pathway for the LGB.
PATIENTS AND METHODS

In
GYS was performed with autosuture material type CEAA No 21 termino-lateral (ILS, Ethicon ® ), after checking the anastomotic leakage occurred in all cases. In cases of conversion to laparotomy was performed the same procedure. The analysis of the results was done by "intention-to-treat" is therefore included in the study of patients converted to laparotomy.
Following discharge, patients were reviewed and followed up in outpatient surgery at first postoperative month and then regularly every 3 months.
We designed a protocol for prospective data collection and monitoring including: details of affiliation, personal history, BMI, type of surgery, causes of conversion to laparotomy, early and late complications, days of hospitalization, mortality and its causes.
The monitoring of patients was performed prospectively from the immediate postoperative period until the patient's death or end-point of the study (September 2006) . In all patients with persistent feeding intolerance was performed barium transit and/or gastroscopy. When gastrojejunal stenosis showed proceeded to endoscopic pneumatic dilation (recommending dilate the gastrojejunal stricture to a maximum 1.5 cm).
RESULTS
Between January 2004 and September 2006, 62
LGB were performed in our department of surgery. Sixty-one patients were followed during the study period with an mean of 24 months (range: 3-35 months). One patient died of massive pulmonary thromboembolism in the immediate postoperative period after reoperation.
Five patients (8.1%) developed a gastrojejunal stricture. As the clinic at 100% of cases oral intolerance progressively between 1 and 3 months postoperatively in 4 of them the initial diagnosis was made by barium transit and in the remaining case by endoscopy. Two patients had a history of upper gastrointestinal bleeding (UGIB) who required endoscopic sclerosis of the bleeding lesion (circumferentially sclerosis within 48 hours of surgery and sclerosis of bleeding points). All cases were resolved by endoscopic dilatation, specifying in two cases (40%), two sessions of dilation and the remaining 3 (60%) one. Throughout the following patients were not detected restricture or new cases diagnosed. There was no mortality related to this complication.
DISCUSSION
Proper management of morbid obesity requires creation of a unit overspecialized in which to be involved general surgeons, psychiatrists, digestion, anesthesiologists, endocrinologists and nutritionists, as each case requires a detailed study to determine the best therapeutic option (7, 8) . Moreover, in cases with surgical indication and postoperative follow-up multidisciplinary is very important for early detection and treatment of complications.
The LGB is the most widely used, with relatively few complications and well managed. Anastomotic dehiscence (1-2%) (3, 9) and gastrointestinal bleeding (3-6%) are highlight complications of LGB (2, 10) . Gastrojejunal stricture is a complication variable depending on the series (1-15%) (4, 5) , the stricture can be functional or anatomical, being the frequency of each variable equally. In our series we had an interim rate of stricture (8%) compared with those published in the literature. The diagnosis of these lesions is based on clinical suspicion for any patient operated with LGB with digestive difficulties and persistent feeding intolerance. The clinical presentation of these lesions from the first postoperative month is because during the first 4-6 weeks the patients received a liquid diet LGB, with the addition of semi-solid foods started from the 1-2 months postoperative (11) . Its diagnosis is confirmed with a transit barium or endoscopy. The performance of barium transit is the speed advantage in their construction and ready availability as a disadvantage and that simply is diagnostic. While endoscopy is diagnostic, therapeutic, and its lower handicap accessibility or delay in make it (10). In our series, 80% of cases were diagnosed by barium transit, endoscopy being used in the remaining case (20%).
The treatment is endoscopic pneumatic dilation one or several sessions, and their results excellent, long-term, regarding the absence of complications and failures, as reflected in surgical papers (5, 9, 12) . Our results on treatment are consistent with this last statement, because we have not had any complications or failure in treating these patients.
The fact that there are 2 cases (40%) with history of UGIB during the immediate postoperative period, which have required circumferential endoscopic electrocoagulation, suggests the hypothesis that circumferential coagu-lation may be a risk factor for subsequent stenosis as a result of the reaction secondary-inflammatory scar. Because we have not found this association in the literature, we believe that further studies are needed to reach solid conclusions.
Among the factors favoring the development of stenosis include technical factors: the performance of smallcaliber anastomosis (in order to avoid the rapid gastric emptying of the bag) and a mechanical factor or apparatus: the circular staple line autosuture material (5,9). Gonzalez et al. (13) (14) with manual anastomosis. In another study, Nguyen showed a higher incidence of stenosis when performed with circular stapler 21 mm in diameter (26.8% of cases) than when performed with a diameter of 25 mm (7.6%) without differences were seen between the weight loss between both groups (15) . In terms of linear mechanical anastomosis have been published stenosis rates between 4 and 7% (16, 17) , very similar results to those of manual anastomosis. In our series we had a very similar percentage stenosis in the series with a linear stapler or manual (8%), and we believe that our technique with circular mechanical anastomosis is valid and meets the highest standards published.
